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dents and trainees by having faculty who would pro-
vide care on a continual bcsis as a model for the
student . This would require a change in academic
recognition and promotion procedures .
•
Change incentives by improving reimbursement for
evaluation and management services to narrow the
disparity in income between the high tech cardiologist
and the clinical cardiologist
.
• Demonstrate, in medical schools and training pro-
grams, use of organized delivery systems using health
professionals rather than trainees to perform more
routine asyccts of high tech procedures, and health
care teams to provide continuity of care
.
• Address the shortage of other qualified health care
professionals such as nurses, social workers, physical
and occupational therapists and dieticians as it affects
the problem of delivery of cardiac care, including
prevention and health card promotion
.
• Explore ways to attract university students into and to
qualify university students for training in cardiology .
This should include providing our services to primary
school educators so that the attraction and qualifying
can be initiated at an early age .
The societal concern regarding the high cost of medical care
and access to such care for uninsured or underinsured
persons is leading to major changes in the practice of
medicine. The American Medical Association, the American
College of Physicians and others
(1-4)
have called for
universal access to health care
. A consensus seems to be
developing that the medical profession should define a set of
health care services that should be available to all persons
regardless of ability to pay . The American College of Cardi-
ology has adopted as policy a commitment "to support
universal access to approoprirta cardiovascular care," as
stated in the Bethesda Conference on ethics (5).
We therefore propose an approach to defining a set
of cardiovascular services, appropriate to the clinical set-
ting, that should he available to all citizens
. In addition,
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Develop an economic model to explore reduction in
cost to the community by concentrating high tech
services in centers of excellence.
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we consider other responsibilities of the cardiovascular
specialist in attempting to improve access to cardiovascular
care.
The Challenge of Defining Services for All
Defining those cardiovascular specialty services that
should be available to all is challenging for several reasons .
Although excellent observational studies and randomized
trials are available for many of our cardiovascular services,
there is a relative lack of appropriateness and outcome
studies for most diagnostic and therapeutic strategies . Fur-
thermore, application of the results of most outcome studies
is insensitive to the uniqueness of many individual patient-
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physician interactions . Recognition of those judgments that
fundamental to the practice of medicine must influence the
final development' and implementation of practice guidelines
or a set of cardiovascular services available to all .
An additional problem is a lack of consensus on societal
values for medical services in specific clinical settings . How
best should a society commit resources to ensure those
services that should be available to all citizens? Determina-
tion of the relative value not only of extending life, but of
enhancing its quality and duration remains elusive . The
experience in Oregon in attempting to establish a hierarchy
of medical services is a pioneering effort in trying to deal
objectively with these issues (6) within specific budgetary
limits . As a result, we have in the Ore gon plan a pnorization
of medical services based on a consensus process involving
the medical profession, society and state government . While
the importance of consensus development with society and
the political process seems clear, the medical profession
must recognize and not shirk its own unique responsibilities
in this effort .
What is the role of the individual physician in the effort
to control costs and improve access to care? Can physicians
in general participate in a process that limits access to
diagnostic or therapeutic strategies known to be effective?
How do we meet our societal responsibility without compro-
mising our cherished role as the advocate of each individual
patient we serve? Robert Veatch has provided a thought-
provoking essay on this topic entitled. "Justice and the
Economics of Terminal Illness" (7). He writes, "Any phy-
sician choosing to remain committed to their Hippocratic
duty to do what they think will benefit their patients or what
is right by their patients should be excused from, indeed,
precluded from, deciding to exclude care on grounds of
social costs ."
Veatch's concerns are those of all physicians who care
for patients and although we must always be aware of this
dilemma, it is essential that physicians contribute to the
societal effort to deal with the issue of fair and equitable
access to care considered essential . To do so does not
require compromise of fundamental responsibilities to the
patient. One does not remain true to the best interest of an
individual patient by engaging in wasteful, redundant diag-
nostic strategies or applying unreasonable therapeutic ef-
forts. "Doing something" does not always justify an inter-
vention on the basis of doing everything possible for the
patient.
Additional support for participation of physicians in the
process of dealing with the problems of cost and access to
health care is also found in the American College of Cardi-
ology Bethesda Conference on ethics (5). The ACC has
adopted as policy that "cardiovascular specialists should
work locally, regionally, and nationally to help develop
universal access to appropriate cardiovascular care" (5).
Independent support for this recommendation is provided
by a recent unpublished survey of ACC members by the
Strategic Planning Committee of the ACC in which 75%
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of those surveyed favored the ACC laying a role in defining
a basic package of cardiovascular care
. We thus believe
that physicians have a critical responsibility and unique
perspective to contribute in establishing appropriate care . It
is in this arena that we should make our muss important
contribution.
There are risks in attempting to define a universal set of
cardiovascular services . A "minimum" set of services may
become the absolute limit of care to be provided
. Third-party
payers may refuse to pay for any services not among the
"universal" services. This dilemma makes physicians cau-
tious in identifying care that may he effective but of matgiaal
value. Another risk is creating additional costs for the
system by improving access io needed but underutilized
services .
Despite these and other risks, we recommend that the
ACC initiate a process to achieve our stated policy of
universal access to appropriate cardiovascular care regard-
less of ability to pay
. To do so requires definition of those
cardiovascular services that should be available to all
. What
is the rationale for defining those cardiovascular services
that should be available to all? What do we expect to
accomplish? One general goal of universal access to appro-
priate care is to allow full expression of each person's
abilities in the "pursuit of happiness" without compromise
due to lack of access to health care. In his first address to
Congress, Lincoln (8) expressed a perspective on govern-
ment that might offer guidelines for the goal of universal
access:
To lift artificial weights from all shoulders,
To clear the paths of laudable pursuit for all,
To afford an unfaltered start, and a fair chance in the race
of life.
Using Me ACCIAHA Task Force Model
What are the criteria by which one might judge the
contribution of a given service to accomplishing these goals?
The list should include : 1) preventing disease; 2) saving
lives; 3) improving quality of life; 4) restoring function ;
5) relieving suffering . Our proposal is to use a process to
define those cardiovascular services to which all should have
access based on prior efforts of the American College of
CardiologylAmerican Heart Association (ACCIAHA) Task
Forces to develop practice guidelines. These published
guidelines deal with multiple diagnostic and therapeutic
strategies employing a consensus judgment of existing spe-
cific data on outcomes available, in addition to judgments
based on clinical practice insights from the practice and
academic communities . The expression of judgments of
appropriateness of interventions in specific clinical settings
has utilized a classification scheme that may be generally
summarized as follows:
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Class I: All accept the intervention as appropriate .
Class II : There are differing opinions on appropriateness .
Class Ill : All agree the intervention is inappropriate
.
We propose that all class I indications he included in a
package of cardiovascular services available to all citizens,
and those in class III he excluded . Those interventions
classified as class Il would require continuing outcomes
research but might be included with appropriate justification
particularly in a specific clinical setting . Furthermore, con-
troversial interventions might be provided but with the
recipient of such care making a financial contribution to the
costs of care based upon the ability to pay . In response to
concern that needed care would be foregone by the patient if
forced to pay part of the cost, every effort would be made to
include in class I those services of clear and unequivocal
benefit for the appropriate patient .
Our objective is
not to ration care proved effective, if the
clinical setting is appropriate . Utilizing the guidelines ap-
proach to the development of a basic package of cardiovas-
cular services thus requires additional modifiers . Age, gen-
eral medical health and mental status of the individual
patient must influence final decisions
. For example, aortic
valve replacement, a procedure widely accepted as clinically
effective for patients with severe symptomatic aortic steno-
sis, may be inappropriate in a patient at 90 years of age
. A
mechanism for appeal and monitoring of quality assurance
should ideally be included in such a process when imple-
mented .
Recognition of the location of care should also be incor-
porated within a universal package of care to include serv-
ices in the home, office, clinic, hospital or nursing home . The
services included in such a package of cardiovascular care
should include : I) preventive strategies, 2) diagnostic serv-
ices, 3) therapies, and 4) follow-up care and rehabilitation
services . It is recognized that many aspects of the basic
cardiovascular care package that needs to be developed
should be delivered by noncardiovascular specialists, physi-
cians and others
. Whenever possible, justification for rec-
ommendations should be documented from the peer review
literature including cost-effective analyses when available .
We propose, as have others, a multidisciplinary approach to
development of guidelines with the objective of defining
those cardiovascular services to which and what setting
universal access should be available
. The ACC should
incorporate the process for guideline development recom-
mended by both the American Medical Association (9) and
the Institute of Medicine (10) .
We provide in Table I a list of those cardiovascular
services (hat might be considered as components of a basic
set of services to those ACC/AHA practice guidelines that
have been previously approved by the two organizations . It
is obvious that many other interventions and services will
need to be addressed to accomplish definition of those
cardiovascular services to which there should be universal
3ACC v.4 . 19, N .. 7
Jnne 1992 :1441-92
access. Prevention strategies, the broad array of diagnostic
services many additional specific therapies, and follow up
care for cardiovascular disease will need to be addressed
.
Past guidelines will need to be revisited and periodic updates
to develop and maintain a list of fundamental services to be
available to all .
Role of Individual Physicians in Enhancing
Access to Care
In addition to participation in defining those cardiovascu-
lar services that should be available to all, we must consider
other approaches to the problem of access to care . The
responsibilities and opportunities of cardiovascular special-
ists to enhance access to care can be viewed from an
individual point of view and also collectively as represented
by a professional society such as the ACC .
Kleinman (II) has provided a perspective on current
opportunities for the individual practitioner to enhance ac-
cess to care . He has emphasized sensitivity to the general
problem of access and a proactive stance at the local level by
all physicians . A historical perspective is revealing when one
considers the contribution of individual practitioners to
providing care for those unable to pay for it
. Paul Starr (12)
in his book The Social TransTormation of American Medi-
cine portrays the tension that always existed in American
medicine between "private medicine" and the efforts of
those in public health urging development of dispensaries
and other services for the disadvantaged. The first dispen-
saries were apparently created as separate centers for the
poor, but were most often integrated with medical schools,
thus providing clinical experience for medical students .
Physicians provided charity care but gained clinical experi-
ence and recognition through such efforts . The increase in
dispensaries, mainly in the East, was associated with an
increasing number of medical schools. Starr estimates that
there were approximately 100 such units in the United States
by 1900
. These dispensaries provided essentially free care
and finally stimulated the concern of private practitioners
because of the perception that some who received free care
could afford to pay
. Others believed that the programs
degraded those who were forced to use these services . This
dilemma remains important today since the perception of the
poor being treated by those in training is unacceptable to
many persons. However, as recently as the 1950s ; the med-
ical school outpatient clinics, which evolved from the free
dispensaries, provided a means of access to care that relied
heavily on house staff and volunteer physicians .
The AMA has reemphasized the importance of volunteer
efforts of physicians on behalf of disadvantaged patients (13)
and has provided a summary of such efforts (14) . A survey in
!986 (15) documented that 76.8% of physicians in fee-for-
service practice provided some free or reduced fee care . A
similar figure was noted in the 1991 ACC charity care
survey, an unpublished survey of the ACC practice panel . In
JACC Vol . 19, No . 7
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Table 1 . Present and Needed Gmdelines for!ardinv ;<_cular Services
Guidelines
Cardiovascular Services
	
Present
Need to nevekp
1 . hventice --
1 . History and physical examination +
2. Risk factor screening +
3
. Rheumatic fever prophylaxis
4. Suhacute bacterial enducardilis prophylaxis
5. Nutrition consultation and follow-up +
6. Exercise instruction and ponicipation +
IL Diagnostic services
I
. History and physical examination +
2 . Echocardiography
3 . Exercise testing +
4 . Radioauclide imaging
5 . Cardiac cuheterioativn and coronary arteriognphy + •
6. Ekclrophysidogic studies +'
7. Noninvasive peripheral vascular lahnnlnry +
6. Peripheral argiography
9. Signal-avenged ekdmaardicgrara +
10 Ardbulalory electrocardiogram
+ .
I1 . Electrocardiogram +'
12. Risk factor screening +
13. Nuclear magnetic resonance imaging +
14. Fast computed Iconographic scan imaging
I5. Posivon emission lomogrophic scanning
+
111
. Therapies
1 . Lipid-loweringstrategies +
2 . Hypertensinn therapy +
3 . Percotaneous transluminal coronary angi.plasty +'
4. Coronary artery bypass surgery +'
5 . Surgical treatment for
valvular heart disease
6. Surgical Iraamem for congenital hem disease
7. Medical and surgical treatment for subacute bacterial endocarditis
4. Medial therapy for angina pectais
9. Medical and surgical therapy for congestive bean failure
10. Cardiacarrhythnos
11 . Mine myocardial infarction + •
12. Menagemem of peripheral vascular disease
IS
. Cardiac amt cardiopulmonary transplamalioo
+
14. Catheter intervenliorel procedures far acquired and congenital diseases +
I5. Care for the terminally is patient with primary cardiovascular disease
16, Nicotine dependency program
17. Lipid-lowering therapy
18. Cardiac pacing, antitachycardia devices
19. Ablation procedures for tachycordias
IV. Follow-up. continuing care and rehahghalton smites
I. Yeady enumination
2 . Post coronary artery bypass surgery
3 . Postoperative congenital heart disease
4 . Postoperative valvaha heart disease
5 . Hypertension treatment fellow-up
6. Medical treatment for unoperated coronary artery disease
7. Treatment of periplroral vaswlar disease
g. Postpenuleneouslransluminalcoronaryangioplasty
+
	ACCAHA guidelines hove been previously published .
that survey, adult cardiologists in multispecialty groups and
in medical school/university settings had lower rates
of
pro
bono service than those of physicians in other settings. This
difference may represent practice or professional settings
that impede delivery
of such services . Other barriers to pro
bono services noted by respondents included I) lack of
available free time, 2) lack of resources (a critical need for
diagnostic and therapeutic resources whose availability and
FRYE ET AL.
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distribution are outside the decision making authority of the
practitioner), 3) malpractice liability, 4) certain practice plan
limitations.
Anther major issue for cardiovascular specialists is the
issue of self referral, and direct investment in facilities and
technology. Studies (16) have reported overutilization of test-
ing by
physicians with a financial interest in suchfacillies, thus
adding to the cost of cue . The potential impact of personal
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investment and self referral on clinical decision
making must be
recognized
. The ACC Bethesda Conference on Ethics in Car-
diovascular Medicine (5) provides recommendations that have
been adopted as ACC policy on these issues .
Role of the ACC
What can the ACC do beyond its traditional role of
providing educational activities
and participating in the
definition of those cardiovascular services to which there
should be universal access. This Bethesda Conference on
access is important means of studying
the problem and
providing a basis for formulation of ACC policy . Other
professional societies have taken a more active and direct
role. The Foundation of the American Academy of Ophthal-
mology has sponsored a National Eye Care Project designed
to make medical eye care available to disadvantaged
citizens
(17). The ACC should also study the basis for the continuing
increase in health care costs and their role in inhibiting
access to medical care . In fact, increased access to care for
those with insurance coverage is a major factor in rising
health care costs
. The marked variability in charges for
cardiovascular services needs to be studied in detail, as well
as the expanding volume of cardiovascular services being
provided out of proportion to increases in
population .
Reemphasizing our professional commitment of service is
fundamental . Support for the concept of special :limes to
help serve the disadvantaged similar to that recently pro-
posed by Senator John Chafee (1S) for local health care
centers provides an opportunity for the ACC to encourage
and identify members with an interest and commitment in
providing services in such clinics. There are also creative
local activities that have been designed to improve access for
the disadvantaged as described in the series published regu-
larly in JAMA on caring for the uninsured and the underin-
sured . Models are functioning for primary care based on
local cooperative efforts and volunteer efforts of primary
care physicians and specialists (19,20) . The ACC should
explore with its Chapters, the AMA, the Association of
Black Cardiologists, and the Association of Professors of
Cardiology identification of existing programs and develop-
ment of creative approaches to enhance opportunities for
volunteer service in providing cardiovascular care to the
disadvantaged
. Such programs might include establishing at
Heart House a "Heart to Heart Center" to identify oppor-
tunities for ACC members to serve the disadvantaged . Such
programs might include an active interaction
with existing
primary care clinics or those that may be developed (for
example, the Chafee proposal
1181),
to provide cardiovascu-
lar consultation services by identifying cardiovascular
spe-
cialists with a commitment to provide such services . Extra.
mural financial support similar to the foundation concept of
other specialty societies might also be considered .
The ACC should clearly support reform of the current
system of health care financing to achieve universal
access to
IACC V01 . 19. No. 3
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appropriate cardiovascular care. This reform should build on
existing strengths of our health care system and include incen-
tives to individuals to have a health-conscious life-style . Op-
portunities for individual choice, including purchase of addi-
tional services i; desired, would seem important. We also urge
dealing objectively with the critical issues of medical education
and support for clinical and basic biomedical research . Reform
should include a mechanism for encouraging innovation and
creativity in practice and technology with safeguards to pre-
vent proliferation of technology until controlled studies have
demonstrated the appropriateness of widespread utilization .
Finally, the reform should include
continued education of
cardiovascular specialists on their responsibility to provide
care in a cost-effective manner .
Recommendations
The ACC should :
• Reaffirm its commitment to universal access to appro-
priate cardiovascular care .
•
Endorse reform of the current system of health care
financing to ensure that all persons are provided with
adequate insurance or other coverage for clinically
appropriate health services .
• Help define, utilizing the Practice Guidelines
method-
ology, a basic set of cardiovascular services that would
be available to all persons if deemed clinically appro-
priate. The ACC should create a multidisciplinary task
force, including consumer review, to accomplish this.
• Encourage its members to:
A
. Provide voluntary medical services in their specialty
to disadvantaged persons ;
B . Become better informed about the economic impact
of their clinical decisions;
C . Participate in the public discussion of our health care
delivery system ;
D. Actively review all charges for cardiovascular serv-
ices that may contribute to limiting access to cardio-
vascular care ;
E. Educate individual patients, their families and the
public on the importance of primary and secondary
cardiovascular disease prevention, risk factor modifi-
cation, healthy living habits and a realistic expectation
of the benefits and limits of modem cardiologic care.
Such education should include development of realis-
tic expectations in the management of extremes of life
issues ;
F. Provide health benefits for their own employees .
• Provide education programs and materials for cardio-
vascular specialists and primary care physicians on:
A. Outcome research analysis ;
B . Cost of care ;
C . Appropriate use of cardiovascular technology .
• Encourage and assist its membership in generating and
performing outcome research .
JACC Vnl . 19, No 7
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•
	
Develop a process for involving and supporting ACC
Chapters in addressing issues relating to cost of and
access to cardiovascular care at the local level . These
might include exploration of more efficient uses of
resources at the local level to avoid ct;slly duplication
of
highly technical services
.
• Provide a forum for the critical analysis of the compo-
nents involved in the increasing volume of cardiovas-
cular services and their cost .
• Encourage innovation and creativity in clinical practice
and technology with safeguards to prevent proliferation
of technology until apprac slate controlled studies have
demonstrated the desirability of widespread utilization .
• Continue education of cardiovascular specialists on
their responsibility to provide access in a cost-effective
manner . This includes the avoidance of utilization of
duplicative technical procedures. The ACC should
encourage regionalization of underutilized, high cost,
technical procedures
.
• Emphasize ethical standards of practice as outlined in
Bethesda Conference 21 : "Ethics in Cardiovascular
Medicine ."
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Introduction
Any discussior of health policy, particularly a consideration
of
access to health care, tends to focus on the actions of
government . However, health-related groups in the private
sector also play an important role in influencing access to
cardiovascular care . Employer groups are of major impor-
tance, because employment is the major source of health
insurance in the United States
. Insurance companies and the
insurance industry in general may profoundly influence
health care, because insurance is the vehicle by which the
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majority of health care coverage in the U .S . is provided .
Medical industries, particularly companies involved with
pharmaceutical agents and medical instrumentation, are a
prominent private sector force capable of influencing health
care delivery. Finally
. organizations involved in liability and
malpractice litigation can also have a substantial impact on
the accessibility of health care . The purpose of this task
force is to consider factors affecting or produced by private
sector health-related groups that can influence access to
cardiovascular care
. This task force will also attempt to
